reticulum cells and many multinucleated forms of these cells which are regarded as a form of Stemnberg-Reed cell. Mitoses are numerous and the tumour shows all the features consistent with a rapidly growing and infiltrating neoplasm.
Very rarely Hodgkin's disease may start in the lung (Monahan 1965 , Hochburg & Crastnopol 1956 , and the lungs are frequently the sites of secondary deposits in advanced and fatal cases. Secondary pulmonary deposits may take the form of (a) a solitary nodule resembling a deposit of secondary carcinoma, (b) miliary nodules scattered throughout both lungs, (c) a large mass occupying the whole or the major part of a lobe which often undergoes central cavitation, (d) pleural plaques, and (e) very rarely nodular deposits in the walls of the large bronchi.
Hodgkin's deposits may frequently undergo central necrosis and in the majority of cases the lesions show increasing fibrosis with the passage of time.
In the later stages of Hodgkin's disease profound changes occur in tissue as opposed to humoral immunity. These disturbances are probably related to an abnormality of the lymphocytes and result in the abolition of the tuberculin and other skin hypersensitivity reactions, and to failure to reject tissue homografts in the normal manner. In the late stages of the disease humoral immunity (antibody formation) is also often disturbed and such derangement of the immune mechanisms predisposes the patients to a variety of 'opportunistic' infections. Bacteria, viruses, fungi and protozoa may all give rise singly or in combination to such infections. Among the more common 'opportunistic' infections encountered in this country are tuberculosis, Gram-negative bacterial septictmias, nocardiosis, cytomegalic inclusion virus disease, aspergillosis, cryptococcosis, moniliasis and infections of the lung with pneumocysts.
Finally, brief mention should be made of the complications induced by the treatment of the disease, including radiation pneumonitis and secondary bronchial stenosis caused by the fibrosis following irradiation of the mediastinal lym-*phatic glands. Bronchial obstruction is rarely caused by the untreated enlarged hilar lymphatic glands.
Dr G Simon (St Bartholomew's Hospital, London)
Hodgkin's Disease: Less Common Intrathoracic Manifestations'
The common intrathoracic manifestation of Hodgkin's disease is a massive retrosternal or paratracheal shadow, or large hilar glands. Intrapulmonary deposits, however, do occur and the radiological appearances are very variable.
There may be a massive, rather ill-defined area of consolidation, often with air-containing bronchi seen in it on tomograms. However, this feature is less common than in intrapulmonary lymphosarcoma, or in peripheral bronchiolar carcinoma with intra-alveolar spread. Less common is a homogeneous well-defined 5-10 cm circular shadow. Such a lesion may necrose centrally and an air-containing cavity will then be seen. The wall may be thick and irregular, or only 2-3 mm when it will simulate a tuberculous cavity.
Multiple small deposits are usually about 5 mm and ill-defined; but classical well-defined 1-2 cm cannon ball shadows can occur.
When a massive mediastinal shadow is seen, posterior view tomograms of the main and lobar bronchi are very useful as a prelude to treatment, since they will help to mark the lower limit of the shadow, and may show narrowing of the bronchi. Disappearance of this narrowing following treatment can also be seen in serial tomograms. Dr Basil Strickland (Westminster Hospital, London)
Hodgkin's Disease: Peripheral Pulmoary Manifestations1
It is very uncommon to find a peripheral pulmonary deposit before glandular enlargement at the hilum or in the mediastinum. Frequently the lesions appear following radiotherapy to the glandular masses. If one deposit is found wholelung tomography in the anteroposterior plane often reveals further lesions. If the central mediastinal shadow has straight but sloping edges the lesion is usually immediately retrosternal in position, and on occasion is due to direct sternal involvement. ' To be published fully in Brit. J. Radiol.
Rib deposits are frequently missed in the early stages. They may be mistaken for intrapulmonary deposits or localized pleural thickening, tomography often revealing bone lesions not visible on the chest film. Punctate calcification occurs rarely in pulmonary Hodgkin's disease and invariably this is after radiotherapy. Massive lymphatic spread from the mediastinum may be simulated by post-irradiation fibrosis; the writer believes that the latter often shows the linear element to be more vertical at either pole of the shadowing, and that vertical striation is not seen in lymphatic spread.
Finally, a plea is made for the greater recognition of the fungi as a complication of Hodgkin's disease. The aspergillus is the most common fungus causing pulmonary shadows but it seems likely that some cases of severe monilia can cause small transient shadows in the lung fields. Fifty-five patients, who were admitted to the M D Anderson Hospital from January 1950 through December 1965, were treated by radiation therapy for Hodgkin's disease clinically localized to the mediastinum (Stage I) or the mediastinum and the peripheral node-bearing areas above the diaphragm, i.e. the neck and axillk (Stage II). Twenty-six patients, admitted through 1961, have been followed a minimum of five years. Although the same system of staging was employed (Rosenberg & Kaplan 1966), the material for the periods before and after 1961 was not strictly comparable. Prior to 1961, staging was based on the distribution of enlarged nodes found on physical examination, and on the chest X-ray. Special investigative procedures, such as gastrointestinal series, and intravenous pyelography, were reserved for abdominal symptomatology. In 1961, abdominal (lower extremity) lymphangiography was introduced as a routine investigative procedure for staging and management. ' This investigation was supported in part by Public Health Service Grants CA 06297 and CA 05654. review of the initial, as well as all subsequent radiographs of the chest demonstrated the involvement to be radiographically limited to the anterior superior mediastinum in 26, and to the entire anterior mediastinum in 3. One or both hila were additionally involved in 22. In 4, the disease had extended to the parabronchial lymph nodes.
Regardless of the extent of disease, the incidence of constitutional or local symptomatology was low. Three patients had significant constitutional symptoms. One had evidence of mediastinal compression. 
